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How might the ‘Icelandic model’ for
preventing substance use among young
people be developed and adapted for use
in Scotland? Utilising the consolidated
framework for implementation research in
a qualitative exploratory study
Hannah Carver1*, Peter McCulloch2 and Tessa Parkes1
Abstract
Background: Substance use among young people is a significant public health concern, particularly in Scotland.
Primary prevention activities are essential in delaying young people’s substance use and reducing the harms
associated with use. However, such prevention activities are generally lacking. The Icelandic Model (IM) has received
increasing attention and has been associated with improvements in substance use in Iceland since the 1990s. There
is interest in implementing the IM in Scotland but concerns regarding transferability. This research study aimed to
address a gap in the evidence base by providing insight into stakeholders’ views of the IM in Dundee and more
widely in Scotland.
Methods: Qualitative data were collected via semi-structured telephone interviews with 16 stakeholders. Data were
analysed using Framework Analysis in NVivo, informed by the Consolidated Framework for Implementation
Research.
Results: Participants were keen for more prevention activities to be delivered in Scotland and were generally
supportive of the IM, given the high rates of substance use and related harm. A range of positive factors were
identified, including the evidence base, the multi-component nature of the IM, and availability of current services
that could be embedded into delivery. Several barriers were noted, relating to funding, the franchise model,
support and buy-in and cultural differences.
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Conclusions: Our findings provide insight into the views of a range of stakeholders regarding the potential
implementation of the IM in Scotland, and perceived barriers and facilitators. There is a desire for primary
prevention activities in Scotland, driven by concerns about high rates of substance use and related harms, and a
general lack of effective and evidence based prevention activities across the country. Several key barriers would
need to be addressed in order for implementation to be successful, and participants were clear that initial piloting
is required. Future research and evaluation is required to examine its potential and the outcomes of the approach
in Scotland.
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Background
Globally, most young people begin experimenting with
alcohol, tobacco and drug use during adolescence [1–3].
Typically, alcohol use begins between the ages of 14–21
years, tobacco between 15 and 21 years and drug use be-
tween 16 and 28 years [4]. In Scotland, substance use
amongst young people is a significant public health con-
cern, with many reporting alcohol, tobacco and/or drug
use [5, 6]. In the most recent Scottish Schools Adoles-
cent Lifestyle and Substance Use Survey (SALSUS), 20%
of 15 year olds reported using alcohol in the last week,
12% used drugs in the last month and 7% were regular
smokers [6]. While rates of substance use among young
people in Scotland has reduced over the last decade, and
rates of smoking remain unchanged since 2015, there
have recently been increases in alcohol and drug use [6],
reflecting a different pattern compared to across Europe
[7]. Young people in Scotland report starting to use sub-
stances at an early age, at between 13 and 14 years
across all substances [6]. The earlier a young person uses
substances, the more likely they are to use them more
frequently and develop problems [1, 2, 8, 9]. There is in-
creasing evidence of the negative impact of substance
use on young people’s health and wellbeing, and the im-
pact on the key transitions experienced during this time
[4]. Therefore, primary prevention of adolescent sub-
stance use is a key public health priority.
Primary prevention activities are essential in delaying
young people’s substance use until they are older and re-
ducing the harms associated with use if they start using
substances. Such activities are divided into universal, se-
lective and indicated interventions [10]. Universal inter-
ventions focus on all young people, irrespective of their
risk of substance use; selective interventions focus on
more vulnerable groups; and indicated interventions
focus on individuals to reduce their risk of developing
problems with substances [10]. Prevention activities can
include restricting access to substances (such as through
minimum legal age); taxation; banning advertising of
products; mass media campaigns; school based
education; and family based interventions [11]. These in-
terventions aim to deter young people from using sub-
stances in the first place. Despite a wide range of
interventions available, the evidence base is somewhat
limited compared to other interventions. Relatedly, pre-
vention activities receive far less funding than other in-
terventions such as treatment. There is some evidence of
the effectiveness of some school and family-based inter-
ventions [12–15]. In Scotland, the delivery of Alcohol
Brief Interventions has been broadened to include wider
settings, including youth services, as part of the Scottish
Government’s national programme, to address high rates of
alcohol use [16]. Additionally, the current Scottish
Government drug and alcohol strategy [17] notes the need
for new universal prevention/education approaches for
young people. While steps have been taken to increase
provision, substance use prevention activities are somewhat
lacking in Scotland, despite a focus on prevention [18].
In recent years there has been increasing attention
given to Iceland and the country’s approach to preven-
tion. Iceland had problems with adolescent substance
use during the 1990s, with rates higher than many coun-
tries [19, 20]. In 1998, 42% of 14–16 year olds reported
being drunk in the last month, 23% being daily smokers,
and 17% had ever used cannabis [20]. Since implementa-
tion of a new approach, the Icelandic Model (IM), rates
of alcohol, tobacco and drug use have decreased dramat-
ically [20], with drunkenness rates reducing to 20%,
smoking to 10% and cannabis use to 7% in 2007. The
rates of use have continued to reduce over the years,
with even lower rates of substance use now reported
[21]. Along with these reductions in substance use, there
is evidence of increased protective factors, such as
spending more time at home and participation in orga-
nised sports [22, 23] A recent study has shown that the
key features of the IM are likely to have a positive effect
on substance use outcomes [24]. The IM is a universal,
community-based approach aiming to prevent young
people’s substance use through reducing risk factors and
increasing protective factors [20]. Key components are:
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parents, organised extracurricular/recreational activities,
schools, and the involvement of young people [25].
Schools are urged to strengthen supportive networks
with parents, and other community groups [25]. Activ-
ities also include: subsidised recreational/sporting activ-
ities; encouragement of parental monitoring and family
dinners; curfews; strong alcohol policies, particularly in
relation to minimum ages and advertising; and improved
social norms [20, 26]. A thorough annual survey is pro-
vided to 14–16 year olds to understand substance use
and risk and protective factors, which then informs the
interventions that can be implemented [20, 26]. The ap-
proach has been implemented in more than 30 countries
worldwide, with adaptations to suit locally specific con-
ditions [27, 28]. Planet Youth, a team of academics based
at Reykjavik University, are responsible for the delivery
of the IM, with organisations paying to become part of
the franchise [29].
Despite the growing popularity and interest in the IM
worldwide, there are concerns regarding the transferabil-
ity of the IM to other countries and cultures [26, 30].
Currently, almost all of the evidence regarding
programme effectiveness comes from Iceland, despite
the IM being implemented in many countries worldwide,
with one recent study showing outcomes from Lithuania
[31] and planned research in Canada [32]. Relatedly,
there is limited definitive scientific evidence regarding
the effect of IM on young people’s substance use. While
the Planet Youth team report dramatic reductions in
substance use over the last 20 years, such reductions
have also been observed elsewhere in Europe [26]. Kon-
ing et al. (2020) urge those considering implementing
the IM to critically review the evidence base, particularly
in terms of cultural and contextual differences [30].
Thus, more research is required to understand the im-
plementation of the IM in other countries. In Scotland,
there is increasing interest in implementing the IM. The
aim of this study was to understand whether the IM
should be implemented in Scotland, with particular
focus on one city, Dundee. This study is linked to a
wider knowledge exchange study funded by the Society
for the Study of Addiction to convene a co-production
process involving a diverse group of individuals living
and working in Dundee to review and interrogate the
evidence base of the IM and provide recommendations
regarding its implementation in the city (for more infor-
mation see https://www.addiction-ssa.org/yiim/). This
research study aimed to address a gap in the evidence
base by providing insight into stakeholders’ views of the
IM in Dundee and more widely in Scotland.
The study was informed by the Consolidated Frame-
work for Implementation Research (CFIR [33];). The
CFIR provides a comprehensive list of domains and as-
sociated constructs thought to influence the
implementation of complex interventions [33]. The five
domains are intervention characteristics; outer setting;
inner setting; characteristics of individuals; and process,
with each encompassing a range of constructs [33],
which are detailed below. The constructs include the
adaptability, complexity and cost of the intervention
(intervention characteristics); patient needs and re-
sources and external policies (outer setting); culture and
implementation climate (inner setting); knowledge and
beliefs about the intervention (characteristics of individ-
uals); and planning, engaging and executing (process)
[33]. The CFIR has been used in a wide range of studies
within the field of healthcare and most aim to under-
stand practitioners’ experiences of barriers and facilita-
tors to implementation [34]. The framework can be used
prior to an intervention being implemented, during and
after. It is important to note that, while there are five do-
mains and various constructs of the CFIR, not all will be
relevant in all studies [34]. In the current study, the
CFIR was chosen as it provides a framework for under-
standing the most important factors to be considered
when implementing the IM.
Methods
A qualitative study was conducted involving interviews
with a range of stakeholders to gather their views of the
IM and whether it should be implemented in Dundee
and in Scotland more widely. Stakeholders were identi-
fied through the research team’s networks in order to
identify relevant individuals working in the field of sub-
stance use prevention. This included national organisa-
tions, third sector organisations, statutory agencies, and
family members with lived experience of substance use.
The research team created a list of individuals and orga-
nisations who were known to be interested in the IM ap-
proach, as well as individuals who have a remit for
prevention activities, such as those in Alcohol and Drug
Partnerships (ADPs). In Scotland, ADPs are responsible
for commissioning substance use services in local areas
[35]. To gather a range of views, we contacted two
groups of individuals: those who had expressed interest
in the approach, in that they had been in touch about
the wider project, had attended relevant events/confer-
ences, were part of the wider project team, or had
expressed an interest more informally; and people we
had not been in touch with who may be interested or in-
volved in substance use prevention activities. This pro-
vided an initial list of 30 individuals from ADPs, national
organisations, statutory agencies, third sector agencies,
academia and family members. Purposive sampling was
used to select individuals based on their interest in the
approach, the group they represented and the area in
which they are located (Dundee, another area or
Scotland wide). If participants were unable to participate,
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they were asked to suggest a relevant colleague. Partici-
pants were also asked to suggest people that they
thought might be less familiar with or less favourable to-
wards the IM, in order to gather a wide range of views.
Semi-structured interviews were conducted by one
researcher (PMcC) during May and June 2020. Indi-
viduals were contacted by email and invited to par-
ticipate in a telephone interview. Written informed
consent was granted prior to each interview. The in-
terviews were all conducted by phone, were audio re-
corded, and lasted an average of 53 min. The
interview schedules covered: views on current preven-
tion activities; the role of different stakeholders in
prevention; the IM and barriers and facilitators to
implementing the approach in Dundee/Scotland and
differed slightly for Dundee and national participants
(Additional File 1). After each interview, participants
were provided with a debrief sheet (to provide further
information about the study and support available).
Detailed fieldnotes captured researchers’ experiences
and reflections of the interview as a way of enhancing
reflexivity [36]. These also supported small changes to
the interview schedule.
Data were transcribed in full and analysed using
Framework Analysis [37] in NVivo 12. Framework
Analysis is suited to policy-relevant research and pro-
vides a structured and transparent method of data
analysis [38]. Following the stages of Framework Ana-
lysis, the transcripts were combined into one dataset
and read in full, then coded line by line in NVivo by
PMcC. Coding was inductive to allow new ideas to
emerge, as well as being guided by the research ques-
tions. After coding the first four transcripts, the initial
thematic framework was developed by PMcC and
checked by HC; this was then used to code the re-
mainder of the transcripts. Participants were provided
with pseudonyms. Ethical approval for the study was
granted by University of Stirling’s General University
Ethics Panel (GUEP; paper 859).
As noted above, this study was informed by the CFIR,
which provided a way of understanding the factors that
might influence the implementation of the IM. We
adopted a post-hoc application of the CFIR. Once the
initial themes had been identified, relevant theoretical
frameworks (including but not restricted to the CFIR),
were cross checked with the themes to identify best fit.
It was determined that the CFIR was best suited, as all
themes could be allocated conceptually within four of its
associated domains and constructs, to provide a greater
theoretical understanding of the findings. The data were
then sorted and re-arranged into themes and sub-
themes, corresponding to the domains and constructs of
the CFIR, with quotes chosen to illustrate key points (by
HC and PMcC).
Results
A total of 16 interviews were conducted. Table 1 pro-
vides interview participant characteristics, in terms of
their current job role. Family members were those who
had a child with experience of problem substance use.
Of the 16 participants, eight were from Dundee and the
others from Scotland more widely.
The data fitted into four of the five domains of the
CFIR: intervention characteristics, inner setting, charac-
teristics of individuals, and process, in some but not all
of the constructs. The domain ‘outer setting’, which re-
lates to the external features that may be pertinent to
implementation, was not applicable to the data collected.
In this study, Scotland was defined as the implementing
organisation, rather than a discrete organisation within
Scotland, making traditional external influences unlikely
to emerge. Furthermore, as noted above, is not necessary
for all domains and constructs to be included when
using the CFIR [34]. Table 2 below details the domains
and constructs of the CFIR. Those deemed not relevant
to this study have been highlighted in grey. The findings
are described in terms of the four domains, divided into
key themes (which are mapped onto the key constructs),
with illustrative quotes from participants. Some themes
encompass multiple constructs and are identified in
brackets at the start of each theme.
Intervention characteristics
Intervention characteristics refers to the key components
of an intervention that are thought to influence success-
ful implementation [33]. In the study, this related to per-
ceptions of the IM (intervention source, evidence
strength and quality; relative advantage; complexity);
adaptability of the IM (adaptability); the need for pilot-
ing (trialability); and the Planet Youth franchise (design
quality and packaging; cost).
Perceptions of the IM
Some participants discussed the lack of prevention activ-
ities in Scotland, which provided justification for the
need for an alternative approach. There was a view that
current rates of substance use in Scotland are problem-
atic, and that something needs to be done. The IM was
perceived as having the potential to reduce high rates of
substance use across the country:
Table 1 Interview participant characteristics
Government N = 2
Health N = 2
Third sector N = 5
Family member N = 4
Local authority N = 2
Academia N = 1
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We have a major problem and it has to be tackled.
We cannae [can’t] keep going on generation after
generation with people with alcohol and drug, men-
tal health issues. Because it’s huge, mental health is-
sues, and we can’t carry on like that… [without the
IM] I think you would get much more people that
were dependent on alcohol and drugs in Dundee
and you’d get much more drug deaths. I think we’ve
got to tackle it. (Becky, family member)
Participants described the importance of the imple-
mentation of the IM being driven by both a top down
(strategic) and a bottom up (community driven) ap-
proach. This reflected an understanding that the IM will
not be committed to by stakeholder organisations if it is
not prioritised, and will not gain momentum or success
without community buy-in. While buy-in might take
more time to gain, having community stakeholders on-
board could convince strategic partners of the import-
ance of the IM, as described by Stuart (third sector):
There would need to be a little bit more work done
potentially to get people on side in Dundee. That
might just take a little bit more time… that would
just be a little bit more maybe how this would be
marketed and how it would actually be sold to
people to actually let them see and understand what
it is and what it’s trying to do.
Awareness of the IM and the breadth of the evidence
base appeared to facilitate buy-in to the possibility of im-
plementation in Scotland, with participants noting that
the evidence base for the IM appeared to be stronger
than for other prevention approaches:
I’m seeing this [IM] as something that is coming
with quite a sound evidence base… seems to come
with a much stronger evidence base than anything
I’ve been aware of before … I think it brings a cred-
ibility… if we are going to be making a pitch. (Chris-
tine, local authority)
The benefits of the IM are the multiple components
and stakeholders. However, these elements also add to
the complexity of implementation. Participants discussed
the challenge posed by the volume of tasks required for
implementation, including high rates of substance use,
large local authority areas, partnership working, priori-
tisation of the approach, and the involvement of numer-
ous stakeholders. However, Rose (health) noted that the
complexity of the IM is “both its beauty and also it’s [a]
huge, huge challenge… it is just massive".
Adaptability of the IM components
Most of the major components of the IM were viewed
as important factors to encourage prevention of sub-
stance use among young people in Scotland. Participants
discussed these components in relation to current
provision in Scotland. In terms of the surveys, there was
recognition that there is a lack of data relating to young
people’s substance use in Scotland, which Susan (third
sector) described as “really quite serious”. The IM sur-
veys were viewed as a beneficial way to gather data from
young people in order to identify issues and target inter-
ventions, in an “evidence based” (Stuart, third sector)
and “scientific” (Deborah, family member) manner.
Current surveys in Scotland (SALSUS) provide local au-
thority level data, but the IM survey was perceived to be
superior, by providing more localised, school-based
information:
The localised information is so, so important.
The fact that you can point towards the fact of
these are responses from the kids at this school,
or this local area, whatever it might be. And it’s
applicable to a community. I think that’s hugely
important. So the outcomes are, if you can go
back to a school, a Director of Education or a
local council or an MSP whoever it might be and
say this isn’t overall stats for the whole of
Scotland, or for a whole local authority. This is
the stats for your local schools, or the local kids
in your school, and then it becomes a lot more
Table 2 CFIR domains and constructs
Intervention
characteristics
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powerful… you know there is no hiding place in
that one. (John, third sector)
This localised information was viewed as being benefi-
cial in holding decision makers accountable, to convince
them of the need for the IM and associated interven-
tions. There was, however, awareness of the challenges
of conducting surveys with young people and being able
to get “real honest answers” (Christine, local authority),
due to concerns about confidentiality and data protec-
tion. Concerns were also raised regarding the involve-
ment of more marginalised young people, especially if
they are disengaged from school, as described by Susan
(third sector):
That most important population of young people
who don’t engage in school, we know that they have
the highest risk probably in terms of drug harms, so
I don’t know why we are basing policy on a survey
that doesn’t, you know, it just doesn’t reach them.
As in Iceland, schools were perceived as having a key
role in IM implementation in Scotland. Participants
viewed schools as being able to provide activities, with
buy-in from staff being essential in terms of funding al-
location and involvement in the survey. Peer influence
was also viewed as an important component of the IM.
Susan (third sector) noted the positives of peers and the
“sustaining and nourishing work that they have in terms
of their friendship”, viewing young people’s friendships
as something to be supported. These positive peer roles
were discussed in terms of peer education models (for
example in delivering the survey) and the importance of
youth clubs, and as something to be considered for
implementation.
Recreational activities were discussed by several partic-
ipants as a positive part of the IM and essential for sub-
stance use prevention, although some noted the current
lack of funding for these activities in Scotland. Such ac-
tivities were viewed as diversionary, providing something
for young people to do instead of using substances, and
as a way of relieving boredom. Participants described the
range of activities already on offer in Scotland stating
that implementation of the IM should “capitalise” (Sa-
rah, local authority) on these activities, ensuring ad-
equate funding, sustainability and improved links with
schools. Involving a range of stakeholders in the delivery
of these activities was viewed positively, by increasing
provision of activities that are already provided, as noted
by Christine (local authority):
… lots of different pieces to the jigsaw here that
could come together to provide a whole package of
offer. There is great opportunity here. There is a lot
of work to be done to pull it together but I still
think you know we can join up other agenda’s. It’s
about piggy backing on things that are already hap-
pening, and growing it.
Ensuring access to these activities was viewed as im-
portant, for example by supporting more marginalised
young people to engage, and also through providing
travel expenses or travel options to take young people to
and from activities. Becky (family member) also noted
the importance of funding to provide transport for
young people to get to sports and recreational activities,
as it is likely that without such transport, those from de-
prived areas would be less likely to attend.
Parents were also seen as key in IM implementation
and in prevention more generally. Current involvement
of parents in prevention activities in Scotland was
viewed as somewhat lacking. Participants acknowledged
that involving them may be challenging, particularly
those who are more marginalised:
It would take quite a bit of persuasion to get parents
involved. There is a huge amount of just get the
kids away some place so that they can get time on
their own. A lot of them it’s … affordability [of
sports/activities]. I think it could work but I think it
would take a lot of work to get it working, at the
start. (Fiona, family member)
Steve (third sector) also noted potential challenges
around families being mistrusting of particular services,
including the Police, which could impact upon their en-
gagement with the IM. Participants suggested ways of
engaging with parents, including communicating with
them directly, instead of through their children, through
technology and social media, and meetings with parents,
as well as asking parents to commit to the IM by signing
a pledge.
Piloting the IM is essential
Participants discussed the need for the IM to be piloted
in Scotland before wider implementation, due to con-
cerns about the validity of findings, the complexity of
adapting services in Scotland to suit the model, the need
to determine whether the IM is worth investing in, and
to increase stakeholder buy-in. Piloting would provide
much needed evidence to determine whether it is worth
investing in the model and rolling it out nationally:
You would have a long time before you would have
any results to know whether you wanted to throw
your money at it. But if the government were really
serious then they should be supporting like a couple
of pilot sites, or three pilot sites, or something.
Carver et al. BMC Public Health         (2021) 21:1742 Page 6 of 15
There would be real value to that. My question
really would be to the Scottish Government, why
are they not doing it? (Ashley, health)
Pamela (third sector) also noted the importance of in-
volving young people in the process of piloting and
wider implementation, for example through discussing
the IM with policymakers in terms of the benefits on
them and their communities:
If we have a pilot in Dundee, where this will actually
give young people what they wanted. Give them a
sense of empowerment and self-esteem and achieve-
ment. If those young people could speak to the poli-
ticians themselves that would be powerful… if
families could talk to government and elected mem-
bers locally and MSPs about the difference this
could make for their children and young people,
particularly if they have got parents who you know,
a lot of families affected by drugs… I think they
could make a very compelling case.
The Planet Youth franchise
For some participants, the established franchise of the
IM provided a level of credibility in terms of the evi-
dence base. A perceived advantage of buying into the
franchise model provided by Planet Youth was that their
experience across the world may facilitate a smooth and
credible implementation in Scotland which could be
used promote and encourage stakeholders and decision
makers to engage:
It’s much easier to sell something that’s been pack-
aged and marketed really well. And it’s got that
international backing. Like there is a value to that…
it’s a really exciting opportunity. For me I think it’s,
I think I’ve said this already, but these aren’t new
ideas, but what it does do is provide us a greater… a
stronger case in a clearer package for how this could
be used. And I think it would be easier to sell if it
comes like that. (Ashley, health)
Relatedly, some participants were sceptical about the
Planet Youth commercial endeavour arguing that local
expertise in Scotland could develop something similar
for far less money. Alex (academic) described their
concerns:
They’ve commercialised it… what they are doing ac-
tually is selling a model which is a general model
that is out there for anybody to use and build on…
What they are actually selling is their work to evalu-
ate and provide data regarding what’s happening,
you know, when you implement the model… I don’t
know, I might be prejudiced it’s just when I see
something that is being totally PR led in my view I
tend to not like it… I can’t see the point you know
of just paying, unless you are doing exactly the same
as they do. Why pay their people to do your, you
know your outcomes and measure your outcomes…
Why don’t you get a Scottish University to say,
these are the appropriate measures, this is what we
are looking for? Why do you pay a commercial…
what is now a commercial organisation actually to
do something that really, in my view, could be done
in-house?
Ashley (health), however, noted that there would be is-
sues around developing an independent Scottish model
and was unsure as to whether this would be more bene-
ficial than buying into the existing Planet Youth model.
Inner setting
Inner setting refers to the structural, political, and social
contexts related to the implementation of the interven-
tion [33]. In the study this related to current prevention
service provision in Scotland (networks and communica-
tion); the need for new interventions (implementation
climate); cultural differences between Scotland and
Iceland (culture); support and buy-in (implementation
climate); a potentially resistant political system (imple-
mentation climate); competing priorities (implementa-
tion climate); availability of funding (readiness for
implementation); and awareness of/knowledge about the
IM (readiness for implementation).
Current prevention service provision in Scotland
Most participants perceived that youth prevention ser-
vices were somewhat lacking in Scotland, with more
focus on frontline addiction services for adults. Deborah
(family member) reflected on their experience as a par-
ent and felt that much of the prevention work centred
on education in schools which typically followed a ‘just
say no’ approach, an approach that she felt was unrealis-
tic for many:
I’ve looked online, I don’t know what prevention
programmes there are in Dundee. There is nothing
jumping out at me. I am not saying it’s not there,
but I can’t see anything that talks about prevention.
So if I was to think about the schools, I am fairly
sure they do have some prevention programme.
However, prevention is not going to happen if you
say to kids, just say no. We know that doesn’t work.
Other participants were aware of some good preven-
tion work in Scotland and felt that utilising and develop-
ing good partnerships with existing services was key in
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implementing the IM in Scotland. This appeared to be
particularly important in response to the COVID-19
pandemic, which had resulted in reductions in resources,
services and staff:
The key is to get to grips with the fact that we have
got such limited resources at the moment and it’s
going to be even more stretched post COVID-19.
So we will be seeing cuts to services in a frightening
way I would imagine. So the key will be to make
best use of what we’ve already got and align it to
the things that we know make the difference… We
just did a huge engagement process between No-
vember and the end of March with the public and
people with lived experience. People felt there was a
greater need for more positive alternative activities
for people to do other than using alcohol and drugs.
That is clearly a kind of a linchpin of the Icelandic
Model, it’s all about those activities and those op-
portunities. So one of the keys for it is you don’t set
up a new thing where you provide activities for
young people, you have to properly understand
what is already available in an area... And then work
out where the gaps are, and also work out why
young people are not accessing the stuff that is
already there, if they are not. (Ashley, health).
The need for new interventions in Scotland
It was suggested that the lack of prevention activities in
Scotland contributed to the high rates of alcohol and
drug use and related harm. Drug and alcohol use were
seen as culturally acceptable activities in Scotland, lead-
ing to high rates of use:
You’ve got other people, I’m just talking about like
mainstream, maybe your sixteen to twenty year old,
you are getting into cocaine as a normal thing. It’s
kind of becoming part of growing up… then you’ve
got, on the other hand, there is the heroin and the
Diazepam use. Now a lot of young people that are
finding that and getting involved in… then that’s
kind of become the norm… it’s just a lot more avail-
able. It’s easy money and it’s also an easy way to es-
cape from their surroundings (Steve, third sector)
There was a sense that new interventions like the IM
are needed in Scotland to address high rates of sub-
stance use and related harms by following an evidence
based approach. Participants talked about the need to do
things ‘differently’, and implementing, or at the very least
piloting, the IM was suggested as a way forward:
This [IM] is something we should really be doing
because we haven’t really given young people what
we need to. We need to really improve what has
been there [previous interventions]. We have learnt
that we’ve got the most awful drug related deaths in
Scotland, we have to do things differently. (Susan,
third sector)
Cultural differences between Scotland and Iceland
Iceland is typically seen as different to Scotland in
terms of its normative culture, use of substances,
schooling system, provision of services, and welfare
provision [26, 30]. This perception led participants to
reflect on the need for the IM to be adapted for use
in Scotland:
Certainly, there is nothing to suggest that any
model, not just this one, can just be taken from one
cultural specific context and implemented in the
same way in another. (Alex, academic)
Deborah (family member), however, noted that,
while Scotland and Iceland differ culturally, the IM
has been implemented in many countries worldwide
with apparent success, providing evidence for its po-
tential success in Scotland. However, the unsuitability
of the curfew as an intervention within the IM was
identified as one element with limited transferability:
You have to look at each of these elements and I
think there is fairly general agreement that some of
them wouldn’t work in Dundee. You know, the cur-
few for example… You’ve got to look at these ele-
ments which make a multicomponent whole and
say ‘no we can’t do that in Scotland, or in this city,
or in this context’, wherever it happens to be. We
have to look at our context and see what can we do,
what is possible, what kind of multicomponent
model can we build that suits our circumstances?
(Alex, academic)
Despite these concerns, there was a view from some
that the curfew could in fact be implemented, in a
slightly revised format. For example, Deborah (family
member) suggested that a more informal approach,
an agreement between parents and their children,
would be much more appropriate, and reflect Scottish
culture:
Well my parents had a curfew. I had to be in by a
certain time. But I had a curfew, my parents did it,
it wasn’t in law. So I think if you adopt the Icelandic
Model in it’s vast majority of actions, you can, if
there is a will, replicate. Those kids in Iceland aren’t
any different from our kids. (Deborah, family
member)
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Support and buy-in for the IM
Participants were generally supportive of the IM and the
possible impact it might have on reducing substance use
among young people. While participants were generally
supportive of the IM and potential implementation in
Scotland, they reflected on the extent to which there was
buy-in across the country. For example, John (third sec-
tor) and Sarah (local authority) noted that engagement
with the IM was at an early stage and that, while there is
a willingness to adopting the approach, no concrete
steps have been taken to implement it, in terms of prac-
tical or financial investment. Sarah noted the extent of
buy-in within the education department:
Some colleagues are very, very keen on it, I am
aware of that. I am also aware that some key people
within the education department are very keen on
it… How much thought they have actually given to
the implications of it, and what would it actually
mean in practice and all of that, I am not sure. I
think we still have some discussions to do. But my
sense is that there is… yeah, there is willingness.
Increasing buy-in and ownership across all potential
stakeholders was perceived as an important factor in the
likelihood of implementing the IM approach in
Scotland.
A potentially resistant political system
Several participants mentioned their concern that the
political set up in Scotland may not be ideal to foster
support from politicians. It was suggested that key deci-
sion makers may not buy-in to the model due to the
focus on short term outcomes in relation to election cy-
cles. There was also active resistance to discuss the IM
from some local councils, as noted by Craig (family
member). Ashley (health) sums this up clearly:
But my feeling is that it’s always been quite hard to
make the case for prevention because it is so slow
for you to see a difference. Politically not a great
you know not a popular choice, and then also the
other things is that you are always under a lot of
pressure from people like elected members who
think that education in schools is the answer. So
they say, oh yes, if we just educate young people
about the dangers of alcohol and drugs then every-
thing will be fine. And, of course, it’s absolute
nonsense.
Cross-party support may therefore be required to
overcome these barriers. This would ensure that preven-
tion activities, including the IM, would continue to be
supported and funded, regardless of which political party
were in power. William (government) noted that such
an approach would ensure that benefits could be seen in
the long term:
It would need to be, in my opinion, run for a long
time if it was going to work, and there would need
to be a cross political party commitment to keep it
going for a number of years I would say, to be hon-
est… if they took a longer-term view they would see
that in the long run it would actually reduce costs
to the NHS and councils and social work and the
police for that matter.
Competing priorities
Participants talked about the challenges of competing
priorities within and between organisations as a barrier
to the successful implementation of the IM in Scotland.
For example, organisations are working towards particu-
lar goals, are committed to many projects, and staff are
overworked. Their view was that the lack of priority
placed on prevention work overall in Scotland also
played a part, with limited strategic buy-in regarding the
need for, and delivery of, prevention activities. Again,
the focus on drug related deaths was seen as being
prioritised over prevention work:
We are still in the position where we are reactively
responding to the pressures that are arising and,
again, I just don’t think that child health substance
use risk, children with substance use, is high enough
in the Alcohol and Drugs Partnership communica-
tions in terms of, as I say, the Commission Report,
Taskforce recommendations. I’m not sure how
prominent it is in respect to recovery. (Rose, health)
The development of an approach which facilitated col-
lective responsibility for prevention activities was sug-
gested as a way of overcoming this barrier. Such an
approach was seen as ensuring prevention activities
could be prioritised. Pamela (third sector) talked about
the success of countries who had implemented legal re-
quirements for prevention work to be delivered in local
authority areas, noting that making investments in pre-
vention resulted in “better outcomes for young people
but also for the wider community, the economy and so
on”.
Availability of funding
As discussed above, the lack of focus on prevention ac-
tivities in Scotland was discussed as a key concern and
barrier in the implementation of the IM approach. Re-
lated to this was the view that there is a lack of funding
for prevention activities across the country, and that
there are also inconsistencies in levels of funding within/
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across different local authority areas. Sarah (local au-
thority) noted that partnership working between several
third sector services may be a way of overcoming these
funding challenges. Pamela (third sector) noted the need
for these third sector services to receive adequate long-
term and holistic funding (rather than short-term fund-
ing of specific services/activities) in order for services
and activities to be delivered successfully. Such funding
would allow more flexibility in what can be offered and
to whom:
We need to think of a radical shift in the way that
funding is allocated… because of the way that fund-
ing works and because of the scarcity of funding…
You then have organisations that are delivering
work to fit funding reports rather than delivering
work that the community needs… I can think back
to a few organisations who got funding to do a spe-
cific thing but then, by the time the funding was
awarded, we’ve got the young people together, no
we are not interested in that, we want to do this
and this instead, but I still had to go on with the
project… rather than completely changing what we
were doing and be able to spend that money freely
and go ‘well actually ten times the number of young
people will be engaged with this other project, so
let’s do that’.
There was recognition that the COVID-19 pandemic
had reduced the amount of available funding, potentially
making the implementation of the IM less likely. Partici-
pants suggested other means of gaining funding such as
private businesses investing in prevention activities. Par-
ticipants also discussed the ethical dilemma of whether
alcohol or tobacco industry funding could be accepted.
John (third sector) was sceptical about the benevolent
offers of funding from the industry, while Susan (third
sector) noted the potential of such funding to reduce the
harm caused by these industries. Pamela (third sector)
described an approach to funding used in other coun-
tries where money from the gambling industry is used to
fund prevention activities, and in the USA where tax-
ation from the cannabis industry is used to fund youth
activities. However, they appreciated the controversy of
such funding.
Awareness and knowledge about the IM
Participants were asked about how they became aware
of the IM approach. Most were introduced through
friends or colleagues and the stories of success from
Iceland in the media. Many interviewees described hav-
ing good knowledge about the IM and appeared inter-
ested in the positive impact it could have. However,
there was recognition that the approach was not
generally widely known, and therefore current support
for the IM was driven by a minority of interested indi-
viduals. This led some participants to suggest that the
IM needed to be promoted more widely, rather than
relying on invested individuals disseminating informa-
tion about it, and prevention more generally. Getting the
message out, and sharing success stories of those who
have implemented the IM, was seen as critical:
What is really important is to educate people about
what is effective prevention and then you’ve got to
sort of sell that as a concept. So I think that’s an-
other really helpful thing that something like Planet
Youth can bring because there is the power of the
story of the people who have been doing this for a
long time. (Ashley, health)
Characteristics of individuals
Characteristics of individuals refers to the influences that
people have on intervention implementation [33]. This
theme relates to the constructs which may be a barrier
or facilitator to the potential implementation of the IM
in Scotland more generally: knowledge of the IM (know-
ledge and beliefs about the intervention) and general
buy-in and support for the model (individual stage of
change).
Knowledge of the IM
As noted above, most participants had a good under-
standing of the model. When asked about what they
knew, they mentioned the key components and their
awareness of the reductions in young people’s substance
use over time in Iceland. Nevertheless, one participant
talked about his apprehension about rolling out the
model in Scotland due to a concern that doing so would
be an attempt to legalise drug use. This view appeared
to come from a lack of knowledge about the IM; when
asked about what he knew of the model, William (gov-
ernment) stated: “Not very much to be blunt, you know
I have read a bit on it”. Craig (family member) reflected
that resistance from senior decision makers may also re-
late to a lack of knowledge about the model. Data sug-
gests that some stakeholders may need greater
understanding of the IM in order to allay fears and en-
courage engagement, support, and a willingness to shape
its potential implementation in Scotland.
General buy-in and support for the IM
Participants generally appeared to be in support of the
IM and the possible impact it might have on reducing
substance use among young people in Scotland. One
participant was very supportive of the model, which ap-
peared to be reinforced by the fact that their under-
standing of the benefit of its components was framed
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within their area of expertise. For Christine (local au-
thority) the diversionary activities fitted well within the
education department’s curricular framework, which
contains underlying principles for better outcomes for
young people [39]:
Obviously the Icelandic Model… a lot around sport
and getting young people involved in what we
would have called long ago extra-curricular activ-
ities, and we tend to describe that now as wider op-
portunities in the curriculum. So we are interested
in that because it sits very much with our under-
standing in Scotland around what the Curriculum
for Excellence was supposed to be about, not just
the core curricular subject area. It was around wider
opportunities. And whether these were in sports or
recreational activities. But it was about… a young
person’s opportunities to learn and grow. So for me
this model would sit really well in there.
When asked about other views of the IM, partici-
pants reported that they were not aware of anyone
who was fundamentally opposed to the implementa-
tion of the approach in Scotland. Despite a general
feeling of support for the model among the sample, a
few participants suggested that willingness to imple-
ment the model in Scotland may be in its early stages
in terms of the concept, rather than the practical
steps towards implementation. Participants talked
about colleagues being keen to implement the model
but had not yet taken steps to take it forward, for ex-
ample in terms of identifying funding, areas/schools
or stakeholders:
As an organisation we are certainly exploring the
fact of looking at pilots in Scotland, potentially.
However, that needs all the stuff we’ve been talking
about convening, and identifying local authorities,
the funding, absolutely. So yes we’ve got the buy in
from a purpose level. We’ve certainly not got the
buy in from a financial level because we’ve not
taken it to that stage yet. But we haven’t made a fi-
nancial commitment to it in any way whatsoever,
we are still exploring it. But as a concept for
Scotland, yes we have an invested interest in it.
(John, third sector)
Process
Process refers to the method of change required for the
successful implementation of an intervention [33]. In
this study, it related to strategic planning and partner-
ship working (planning); key leadership (engaging); and
the voices of young people (engaging).
Strategic planning and partnership working
Participants talked about the importance of partnership
working between multiple stakeholders in implementing
the IM, as it relies on a multi-agency approach, which
cannot be done in isolation. Such stakeholders included
third sector organisations, schools, communities, and
parents. Bringing these partners together in order to
successfully implement the IM was perceived as challen-
ging. Rose (health) noted the wide range of partners who
would need to be involved:
You are talking about Public Health, Education,
Council, Housing, and employment. You are talking
about Health, about what support there is in
schools. Even kind of city planning and outdoor
spaces, and parks and diversions. You are talking
about community, you are talking about families
that people grow up in and their extended family
support. You are talking about youth groups, the
third sector, voluntary organisations… It’s
everything.
Thus, a key step forward in implementing the IM in
Scotland would be to consult with a range of stake-
holders in order to start taking the process forward if it
was decided that the IM should be implemented. Rather
than developing new partnerships to implement the IM,
there was a sense that effective partnerships already exist
between a range of organisations and could be further
developed. Participants talked about partnerships within
statutory organisations and between third sector and
statutory organisations, including NHS and schools.
Key leadership
In terms of driving the IM forward, participants had dif-
ferent ideas of who the key leaders should be, and these
would likely differ in different areas of the country. For
some, the local ADPs were seen as key leaders given
their role in commissioning substance use services.
However, there was also a sense that the overwhelming
focus of some ADPs was on treatment rather than pre-
vention, limiting their ability (or willingness) to take for-
ward the IM:
If you do it in ADPs it gets lost with the treatment
side of things… it might be different in other ADPs,
but the agenda for ADPs is very treatment focused.
It’s all about drug deaths, it’s all about waiting
times, it’s all about addiction services. The people
that tend to manage them are often addiction ser-
vices people. There are lots of areas that are doing
really good prevention work, don’t get me wrong,
but I don’t know if it’s actually the ADP that is driv-
ing that. (Ashley, health)
Carver et al. BMC Public Health         (2021) 21:1742 Page 11 of 15
Christine (local authority) felt that education depart-
ments may be most suited to leading the IM given the
central role of schools within the model:
It seems to me that there is quite an emphasis on
what happens in schools in the programme, as I
understand it from Iceland, so yes, I am thinking
that universal prevention and education bit has got
to sit somewhere with us”.
Steve (third sector) described the importance of having
good role models and that having people with the “right
personalities that can just be a driving force… getting
these right personalities involved will definitely be a
good thing”.
The voices of young people
Participants felt that young people are not often heard
from, or included in decision making, with assumptions
often made regarding what will be of benefit for them,
without asking them about it:
There is a lack of credibility sometimes… I don’t
know that young people always take what we offer
as credible. The key thing for us to understand is
what is it that young people would want to do.
What is it that they would actually come to, or
would want to take part in? And also how do we
make sure that they have a sense of ownership.
(Christine, local authority)
Thus, involving young people in the development of
the IM in Scotland was viewed as crucial, taking a ‘bot-
tom up’ approach to ensure that the way in which the
IM is implemented fits with the needs and wants of
young people. This appeared to be particularly import-
ant when developing services or activities to address risk
factors:
A really key element in terms of establishing the
project or, you know, the model is to have an un-
derstanding of what is it that would capture the im-
agination of young people, that they would really
want to be part of. Because I think if we succeed in
doing that then they would participate, they would
take part. (Sarah, local authority)
Participants believed that young people should be in-
volved in the process from the beginning given they are
the experts in what is needed for themselves, their peers
and their communities. As Becky (family member) ex-
plains, listening to young people about the issues they
face will enable a better understanding of how to re-
spond to these issues:
Focusing on what children and young people are
saying the issues are. I think we need to make sure
that we get the, they get the right help when they
ask for it. We should identify what the issues are
much earlier on and have the resources there at
hand to be able to deliver on when it’s needed, not
three years down the road.
Discussion
This study aimed to provide insight into stakeholders’
views of the IM and the potential for implementation in
Scotland. It is the first study to provide an in-depth
insight into the views of a range of people who are po-
tentially interested in implementing the IM, an approach
which is being delivered in more than 30 countries
worldwide. As noted previously, there is surprisingly lit-
tle scientific evidence regarding the IM published by
those outside of the Planet Youth team (e.g. [30]). The
study addresses this gap by providing important infor-
mation for other areas considering the implementation
of the IM using a relevant theoretical framework. Our
study specifically engages with the challenge highlighted
by Koning et al. (2020) by critically reviewing the evi-
dence base and exploring cultural and contextual differ-
ences in relation to implementation [30]. The current
study examined these cultural and contextual factors in
relation to Scotland (with individual cities/areas also
considered), related barriers and facilitators, and recom-
mendations for policy, practice and research that are
relevant to Scotland and beyond. Such strengths and
weaknesses were also identified by Koning et al. [30].
Our study highlights the key considerations in imple-
menting the IM in Scotland, which is essential in adapt-
ing interventions to new cultures and contexts [40, 41].
A recent qualitative study which examined the feasibility
of implementing the IM in the US also highlighted the
importance of cultural adaptation, as well as highlighting
similar barriers to implementation including poverty/re-
sources [42].
Using the CFIR [33] to illuminate our data allowed us
to identify key components that are likely to be required
when implementing the IM in Scotland. Our findings
show that the strong evidence base for the IM provided
a useful ‘selling point’ for the approach, with compari-
sons made between substance use in Iceland in the
1990s and in Scotland today. The desire for ‘something
to be done’ in terms of primary, universal prevention
strengthened participants’ view of the IM, as something
that could, and potentially should, be implemented in
Scotland to address rates of substance use and related
harm. Data indicated that, if implemented, the IM would
need to: be Scotland-specific; be adequately funded over
the long-term; involve clear professional roles and re-
sponsibilities and leadership; involve a range of
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stakeholders, including young people; and have cross-
party support locally and nationally. Participants were
clear that, while current prevention work in Scotland is
lacking, there are examples of good relevant services and
work is therefore needed to foster collaborative partner-
ship working between a range of organisations. Partici-
pants were clearly invested in substance use prevention,
particularly when involving a multicomponent approach,
but some were sceptical of the franchise model provided
by Planet Youth and what would be provided for the in-
vestment. What is clear from our data is that partici-
pants viewed substance use prevention as requiring
immediate investment and action.
Strengths and limitations
This study generated rich description regarding imple-
mentation of a novel approach to primary prevention at
a time when substance use harms in Scotland are at an
all time high. The study was undertaken during the glo-
bal COVID-19 pandemic. Despite the significant pres-
sures on the services and individuals that were involved
in this study, we managed to secure 16 interviews with a
wide range of participants that illustrated a wide range
of issues that should be taken account of in both consid-
ering whether to implement the IM and in consequent
implementation should there be a decision to do so.
Drawing on the CFIR during data analysis, rather than
using it in the research design, means that some of the
domains and constructs were not relevant. For example
several constructs from three domains were not deemed
relevant, nor was ‘outer setting’. Kirk et al. (2016) note
that many studies using the CFIR often provide little de-
tail of how the findings fit within the domains and con-
structs [34]. In this study we have provided clear detail
regarding how the CFIR was used during data analysis
and how our findings fit within each domain. Doing so
has provided a greater theoretical understanding of our
findings and considerable insight into the factors to con-
sider for future implementation.
While we attempted to interview participants who
were both ‘for’ and ‘against’ the IM, it was more difficult
to find those who were ‘against’, likely due to our exist-
ing networks and being aware of those interested in the
approach. This means that our findings likely re-
flect views of individuals who are more positive and
knowledgeable about the IM. We did, however, engage
with a range of participants across Scotland who had
very different experiences and viewpoints of the IM, and
primary prevention more generally. We were able to
capture the views of those working in the field in third
sector and statutory organisations, local and national
government, and of family members, providing a wide
range of views. Due to the challenges presented by
COVID-19, and the inability to conduct interviews in
person, we were unable to interview any young people
so their voices are missing from the study. However, it is
important to note that some young people in Scotland
are supportive of exploring the model [43] and it would
be important to involve young people in future studies.
Implications for policy, practice and research
The study findings suggest that long term funding and
strategic leadership is required to prevent substance use
in Scotland. While rates of young people’s substance use
in Scotland have been reducing in recent years [6], they
are by no means low and drug and alcohol use appear to
be increasing again [6]. Additionally, drug related deaths
are increasing year on year, including increases among
younger age groups [44], and are the highest in Europe
[45]. This could mean implementing the IM or other
evidence-based primary prevention approaches would be
beneficial in addressing these issues. It is also important
that a wide range of stakeholders are involved in the de-
cision making and delivery of such activities to ensure
they are appropriate for young people in different geo-
graphical areas. Relatedly, research is required to rigor-
ously examine the impact of such interventions on
young people’s substance use.
If the IM is to be implemented in Scotland, it is clear
that it first needs to be piloted in a few areas to ensure it
is transferable to the Scottish context and to start to de-
velop an evidence base regarding its potential. The IM
would need to be adjusted to ensure it is culturally ap-
propriate for Scotland and fully funded to pay for both
the survey (via Planet Youth) and the diversity of pre-
vention activities that are required based on the surveys
undertaken with young people. Building on current ser-
vice provision is likely to be the most cost-effective and
appropriate way of delivering such activities, as well as
identifying gaps in provision and funding suitable ser-
vices to address these gaps. In order to gain support and
buy-in for the IM, it would be necessary to increase
awareness of and knowledge about the approach to
those who are likely to play a part including local, re-
gional and national level decision makers and politicians,
schools and educational organisations, communities and
neighbourhoods, parents and carers, young people and
their advocates, and a range of health and social care
service providers both statutory and third sector. Digital
and social media could play a key role in the dissemin-
ation of information, having the potential to reach a
wide range of people. Identifying key organisations and
individuals to lead the process would also be essential to
ensure its success. Evaluation of pilot initiatives would
be important to capture learning. Using a theory-based
approach to data collection and analysis, such as the
CFIR [33], would be beneficial to further elaborate on
barriers and facilitators moving into implementation.
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Importantly, young people should be involved in re-
search and evaluation concerning the IM and how it
might make a difference to their experiences.
Conclusions
This study provided insight into the views of a range of
stakeholders regarding the potential implementation of
the IM in Scotland, and perceived barriers and facilita-
tors. The findings highlight the desire for higher priori-
tisation of universal primary prevention activities in
Scotland, driven by concerns about high rates of sub-
stance use and related harms, and a general lack of ef-
fective and evidence based prevention activities across
the country. There was support for the IM, as long as it
was culturally appropriate and properly funded. Partici-
pants were clear that if the IM were introduced in
Scotland, it would need to be piloted in several areas
first. Wider dissemination of information about the IM
and the need for prevention more generally would likely
facilitate buy-in and support for the approach. If the IM
is implemented, research and evaluation will be required
to examine its potential and the outcomes of the
approach.
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